C . ( 2 0 0 1 ) ( 2 0 0 1 ) Journal of Advanced Nursing 35(5), 644±653 The occupational pro®le and associated training needs of the nurse prescriber: an empirical study of family planning nurses Rationale, aims and objectives. The issue of nurse prescribing is highly topical, with various United Kingdom Government directives recommending this extension to the nursing role. However, despite an imperative to provide 23 000 nurse prescribers by March 2001 and to expand this function to half the nursing workforce by 2004, there is as yet no agreement as to the occupational pro®le of the nurse prescriber, nor the level and content of any pre-requisite educational programme. This study was an attempt to address these unresolved aspects with family planning nurses. Method. A psychometrically valid and reliable training needs analysis instrument was distributed to 1142 family planning nurses, of which 388 were returned. This instrument required the respondents to assess 40 core clinical tasks according to three criteria: how critical each task was both to their current role as family planning nurses and to the role of the family planning nurse prescriber, and how well each was performed. Comparisons of the ratings provided an indicative pro®le of the role of the family planning nurse prescriber and a prioritized list of training needs to achieve this status. Results. Generally, and unsurprisingly, the nurse prescribing role was de®ned primarily in terms of prescribing functions, although advanced professional issues, communication, teamwork and business/administration were also deemed to be salient. Research was not identi®ed as being important. However, with regard to the top 15 training needs, seven research tasks were recorded, with the remainder including advanced clinical activities, applied pharmacology, administration and technical activities. Conclusion. This study offers a role de®nition of the nurse prescriber in family planning, and an indicative curriculum for cognate educational programmes.
Introduction
Over the last few years, there have been signi®cant developments, both nationally and internationally, in health care provision. Huge clinical and technological advances have brought in their wake rising demands for high quality care, with all the resource implications this entails. Consequently there is now an imperative to resolve the growing demand for health provision within tight budgetary constraints. In the United Kingdom (UK) National Health Service (NHS), one response to this dilemma has been to recommend an extension to the role of the nurse. In particular, a number of recent policy documents to emerge from the Department of Health have suggested that nurses' skills and experience should be developed so that they are able to deliver high quality care in areas that are designated priority clinical targets or are currently within the professional domain of doctors (e.g. Department of Health 1999a , 2000a , 2000b , 2000c . With regard to the issue of priority clinical areas,`Our Healthier Nation' (Department of Health 1999b) clearly identi®ed key targets for health improvement. Of special relevance to the current study are the objectives of reducing the rate of conception among the under-18s by half by the year 2010; establishing a downward trend in conceptions among the under-16s; and improving current sexual health service provision. With respect to medical role boundaries, various government directives have recommended a reduction in junior doctors' working hours (e.g. NHS Management Executive 1991, Department of Health 2000b). One implication of this would be an extension to the role of appropriately trained nurses to undertake some of the tasks previously within the clinical function of the medical profession.
Such developments are entirely consistent with the position adopted by the nursing profession itself, which recommends the extension of the nursing role to capitalize on the skills and competences of many nurses. Early policy initiatives (e.g. UKCC 1992) recommended the expansion of the role of nurses, provided that suitable education and training had been undertaken. This strategy has since been supported by recent documents con®rming the Government's commitment to developing nursing skills and maximizing their use in a variety of contexts (Department of Health 1999a).
Thus, there seems to be an unequivocal argument for enhancing the role of nurses in key clinical areas in order both to embrace some of the functions of junior doctors and to provide high quality clinical care within limited ®scal budgets. One of the core functions that has been repeatedly highlighted as an area for development in this way is nurse prescribing. It seems logical, therefore, in view of the foregoing arguments relating to priority clinical areas, to develop the role of the family planning nurse to undertake prescribing functions. Such a suggestion already has some support from the profession (e.g. Wedgewood 1995 , Mehigan 1998 and from central government. For example, the Review of Prescribing, Supply and Administration of Medicines (Department of Health 1999b) noted that family planning nurses might constitute a group who could consider applying for the authority to prescribe medicines. This has been further endorsed by two subsequent documents, and is particularly germane to the present paper (Department of Health 2000c , 2000d .
Moreover, these recommendations to some extent con®rm a clinical practice precedent. For example, Presho and Leadbetter (1999) demonstrated that family planning nurses are capable of competently and successfully issuing oral hormonal contraception under protocol to ®rst-time users. Furthermore, their study indicated that waiting times for clients were reduced, and that there was a high level of user satisfaction. The practical and policy arguments in favour of extending nurse prescribing in the family planning domain appear, therefore, to be strong.
There is, then, a clear case for the extension of the nursing function generally to include prescribing from a formulary, with the intention that by March 2001 23 000 district nurses and health visitors will be quali®ed to prescribe (Department of Health 2000c), while by 2004 half the nursing workforce will be similarly quali®ed (Department of Health 2000e). These plans notwithstanding, there remains the unresolved issue of the level of further education and training that is appropriate to underpin this activity. Indeed, a recent consultation document invited discussion both on the type of training and support that would be required for nurse prescribing and on which nurses would be targeted for this (Department of Health 2000c) . Moreover, £10 million has been identi®ed from 2001 to support such a training programme.
The fact that there is continuing debate on the topic con®rms that the details of the essential role function of the nurse prescriber and the pre-requisite skills, training level and content have not yet been agreed. It would make sense to embed this competence within the nurse practitioner (NP) remit, but again there is no common agreement about the service boundaries or educational preparation of the NP. These issues conspire to make this role highly variable in every sense (Ford & Walsh 1995 , Hicks & Hennessy 1998 . Elsewhere internationally, prescribing rights are clearly within the remit of advanced nursing practice. For example, in the United States, advanced nurse practitioners working within the ®eld of women's health have been demonstrated to be both successful and cost-effective (Spatz 1996) . Within this system, prescriptive authority is only granted to graduate level nurses who also meet other educational and experiential criteria. In New Zealand, it has been agreed that independent prescriptive authority will be linked to Master's level education, while in Sweden, where nurse prescribing has been embedded in family planning practice for many years, training is at postgraduate level. In the UK, new recommendations on nurse consultants also offer a focus for nurse prescribing. In a health service circular (Department of Health 1999c) independent or delegated prescribing rights are clearly identi®ed as a core skill of the nurse consultant although, as with NPs, no speci®c guidelines regarding educational preparation are offered, either in terms of level or content.
It is self-evident that the act of prescribing is suf®ciently complex that a proper empirical analysis of the education and training requirements for nurse prescribers is an imperative (While & Rees 1993) . Without appropriate educational input to ensure accurate diagnostic and prescriptive competences, patient safety could be compromised. Moreover, it is worth noting that to extend the nursing role in this way is to challenge the medical stranglehold over prescriptive privilege. If nurses themselves are unable to articulate the necessary educational input based on properly described role boundaries, then`professional boundaries may be drawn for (them), and they might be drawn for reasons other than¼they ought to be ' (McCartney et al. 1999, p. 354) . Unless nurses assume responsibility for setting the standards and requirements for training, it is highly likely that the medical profession will claim control of this, as the only model for prescriptive training currently in existence is a medical model. In other words, nurses must seize the initiative for the prescribing agenda at every level, otherwise they will lose their authority to the medical profession and be subordinated in this crucial development (Clarke & Macnamara 2000) .
It is essential, then, that empirical evidence is obtained that affords a clear de®nition of the role of the nurse prescriber and the skills subsumed under it. Without an objective database of this nature, any curriculum aimed at developing the role will inevitably be based on assumption and guess work, with all the potential this may have for inappropriate provision and subsequent practice. The need for soundly researched evidence in this area is now urgent, following recent policy documents (Department of Health 2000c . Consequently, a full training needs analysis of the skills required for nurse prescriber status must be considered an essential precursor to the construction of a suitable educational package.
A number of researchers have noted the need for training programmes to be developed in conjunction with the occupational pro®les of the target population at which they are aimed (e.g. Atkin et al. 1994 , Fyffe & Fleck 1998 . Taken together, these two points suggest that a training needs analysis instrument, developed and customized with direct reference to family planning nurses' extension into nurse prescribing, would be the most effective method of establishing the content, level and scope of the necessary provision. The present study reports a national training needs analysis survey of family planning nurses, using a psychometrically valid and reliable instrument (Hicks et al. 1996a) . This instrument, which has the capacity to reveal reasonably objective data relating to skill de®cits, had been speci®cally customized to: · prioritize the skill de®cits that require training for prescribing authority; · enable a de®nition to be drawn up of the occupational pro®le of the family planning nurse prescriber; · compare the skills considered to be essential to the family planning nurse and family planning nurse prescriber, in order that an assessment of the necessary core educational package for nurse prescribing status can be made.
Method Design
A postal survey method was adopted, using a training needs analysis questionnaire. This questionnaire was administered to the total population of family planning nurses in England and Wales who are currently registered members of the National Association of Nurses for Contraception and Sexual Health (NANSCH).
Sample
All 1142 current members of NANSCH were circulated with the questionnaire. This organization is the largest independent organization for nurses working in the ®eld of contraception and sexual health. Of 1142 forms distributed, 388 were returned, constituting a response rate of 34%. The details of the respondents are presented below in the results section.
Materials
A highly valid and reliable training needs analysis questionnaire developed on formal psychometric principles was used. The full details of the instrument's development and properties are described in Hicks et al. (1996a) . It has been widely used to identify training needs in nurses, especially with a view to developing educational programmes for advanced clinical work (e.g. Hicks & Hennessy 1997 , 1998 . Minor modi®ca-tions for the purpose of customization can be made to the content without sacri®cing its validity and reliability (e.g. Hicks & Hennessy 1998) . The instrument was adapted in this instance to ful®l the aims of the present project. The original instrument comprises 38 items, spanning six categories of activity (research/audit, clinical, business/administration, management/supervision, communication and teamwork), all of which are key tasks in the nurse's role. Each has to be rated on a 7-point scale, according ®rstly, to its criticality to the respondent's current role (rating A), and secondly, how well the task is currently performed (rating B). Analysis of the ®rst rating provides an occupational pro®le, and analysis of the second, gives an assessment of current skill levels.
Comparison of the two ratings affords a measure of skill de®cit, and hence training need, in that the more critical the task and the worse it is performed, the more urgent the training need. The method of completion of the questionnaire allows some degree of opacity, therefore avoiding response bias and the construction of demand characteristics.
Adaptation of the instrument to meet the requirements of the present study involved: · eliminating ®ve of the original questions from four of the categories. These included two items on business/administration, one item on management/supervision, one clinical item and one communication/teamwork item. These were selected for their lack of direct relevance to the nurse prescriber's role, as indicated by the relevant literature (see below), as well as for their partial duplication within the new set of questions relating to the nurse prescriber. · adding a subset of seven items that related directly to nurse prescribing (making a total of 40 items in the questionnaire). These items were grounded in cognate research on family planning and prescribing and were as follows: · obtaining a patient's current and past contraceptive history (Wedgewood 1995 , Presho & Leadbetter 1999 , Snell 1999 ) (question 10). · obtaining a comprehensive current and past sexual health history (Wedgewood 1995 , Presho & Leadbetter 1999 , Snell 1999 ) (question 6). · deciding which contraceptives are clinically suitable for individual clients (Wedgewood 1995 , Humphries & Green 1998 , Luker et al. 1998a , 1998b , Presho & Leadbetter 1999 , Snell 1999 ) (question 17). · recommending and discussing the most suitable contraceptive options for individual clients (Wedgewood 1995 , Humphries & Green 1998 , Luker et al. 1998a , 1998b , Presho & Leadbetter 1999 , Snell 1999 ) (question 38). · discussing with patients the risks and bene®ts of the contraceptive they have chosen (Wedgewood 1995 , Humphries & Green 1998 , Luker et al. 1998a , 1998b , Presho & Leadbetter 1999 , Snell 1999 ) (question 31). · providing clients with instructions on the use and signi®-cant side-effects of speci®c contraceptive preparations (Wedgewood 1995 , Humphries & Green 1998 , Luker et al. 1998a , 1998b , Presho & Leadbetter 1999 , Snell 1999 (question 25). · understanding personal practice in relation to medico-legal considerations, such as professional accountability and Gillick competence [the legal term applied to children who have the capacity to consent to medical treatment/advice on their own behalf] (Wedgewood 1995 , Humphries & Green 1998 , Luker et al. 1998a , 1998b , McCartney et al. 1999 , Presho & Leadbetter 1999 , Snell 1999 ) (question 29).
Derivation of the items from the available research literature ensured that they had demonstrable construct and content validity. The new items were randomly distributed throughout the existing questionnaire. In addition to the two rating scales described above, an additional scale was added along the lines adopted by Hicks and Hennessy (1998) . This required that each item was also rated according to how critical the respondent believed the task to be to the role of the family planning nurse prescriber (rating C). The pro®le of scores on this rating scale provided a perception of the role and function of the family planning nurse prescriber (FPNP), which could be compared with that of the family planning nurse (i.e. comparison of ratings A and C). This would not only provide an operational de®nition of the FPNP, but would also supply a picture of the key skills that differentiated the role from that of the family planning nurse. This could inform the construction of an indicative curriculum for nurse prescribing programmes.
In addition, a comparison of respondents' performance (rating B) with the perceived criticality of the tasks of the nurse prescriber (rating C), would offer an index of the most salient training needs, which could be prioritized according to importance. As with the original versions of the questionnaire, this section was preceded by a set of questions concerning the respondent's occupational and biographical details.
Procedure
Prior to the start of the survey, ethical approval was sought and granted by the Local Research Ethics Committee. A pilot study was then conducted to assess the instrument's suitability. Questionnaires were posted to 10 family planning nurses who were not members of NANSCH, and who therefore would not be participating in the main study. Of the 10, ®ve worked in general practice, and ®ve worked exclusively in family planning clinics. In addition to completing the questionnaire, pilot group respondents were asked to comment on the content, measurement system, and any problems they experienced when completing the form. The questionnaires were completed anonymously. Six questionnaires were returned and all reported that the 40-item section was clear, appropriate and comprehensible. Some criticism was made of the lack of space provided in the occupational/biographical section. This was adjusted for the main questionnaire.
The main study involved distributing a copy of the modi®ed questionnaire, together with an explanatory letter, and a FREEPOST reply envelope to the 1142 members of NANSCH. A return date of 3 weeks was emphasized in the covering letter, along with the questionnaire's con®dentiality and anonymity. Statements on the purpose of the study, protective procedures surrounding the questionnaire's completion, and recipients' prerogative not to participate, ensured that their ethical rights were protected.
Results
Of the 1142 questionnaires distributed, 388 were returned fully completed, constituting a response rate of 34%. The responses were entered onto an SPSS database for analysis by descriptive and inferential statistics. The results are presented in order of appearance in the questionnaire (Table 1) .
Desire to become a FPNP
On the 5-point Likert scale to indicate desire to become a FPNP, 50á3% (n 195) responded that they would want this very much, and 30á7% (n 119) responded that they wanted this`quite a lot'. The remainder were split between having some interest, not knowing, or not wanting to do this at all.
Occupational de®nition of the FPNP
By comparing respondents' criticality ratings for their current job as family planning nurses (rating A), and their criticality ratings for the FPNP (rating C) using a series of paired sample t-tests, the differences in role function can be identi®ed. This gives an indicative de®nition of the key differences in the perceived role function of the FNPN. These results are presented in Table 2 .
Only tasks 1 and 36 demonstrated no difference between the roles (i.e. establishing a relationship with patients and working as a member of a team). This suggests that all but two tasks are perceived to be more critical to the role of the FPNP, implying an enhanced level of functioning in virtually every skill at this level of practice.
The differences between the mean scores of ratings A and C also give a prioritization of the tasks deemed by the sample to be most important to the FPNP, in that the greater the difference in mean scores between ratings A and C, the more important the task is considered to be. The 15 tasks considered to be most salient to the role of the FPNP are listed in order of importance in Table 3 .
Identi®cation of the knowledge and skills necessary for the FPNP role
Comparisons of ratings B (current task performance level) and C (criticality of task for the FPNP) using paired sample t-tests, provide an index of training need (see Table 4 ). The discrepancy between criticality and performance scores are taken as an index of training need, with tasks rated as critical but poorly performed representing the greatest skill de®cits. Only task 36 (working as a member of a team) indicated that there was no training need. This suggests that every area of activity except teamworking is seen to require development for prescriptive authority, again adding con®rmation to the suggestion above that FPNP are perceived as operating at an advanced level in all but one core skills. Examination of the differences between mean scores for the ratings on each task shows the prioritization of these training requirements, inasmuch as the greater the difference between mean ratings of current performance and criticality of task to the FPNP role, the greater the skill de®cit and consequently the greater the training need. The top 15 are presented in order of importance in Table 5 .
Discussion
The results of the current study yield some information of potential value both for de®ning the role of the FPNP and identifying the skills most in need of development for this position. Before the data are discussed, however, some comment must be made on some of the methodological and procedural limitations of the study that could impact on its interpretation and generalizability. Firstly, it is important to note that the return rate for the questionnaire was relatively low, at 34%. This could be attributable to the fact that it was distributed during the peak summer holiday period, and no reminder was sent out to late returners. It does, nonetheless, suggest that the respondents may be a skewed sample of the population from which they are drawn. Replication of the study would go some way towards addressing this. Secondly, the questionnaire was a slight adaptation of an existing psychometrically tested instrument. Although previous studies have demonstrated its robustness following minor alterations (e.g. Hicks & Hennessy 1998) , this was not fully tested in the present study. Preliminary examination of the data base suggests that a highly coherent and reliable factor structure exists, but this would need to be explored in more depth. It is worth noting, however, that the method of deriving the additional items provided some content, construct and face validity, which would add to the credibility of the adapted version.
These caveats notwithstanding, the results have provided some potentially valuable information. Firstly, signi®cant interest is reported by the sample in becoming nurse prescribers, with 81% of the responses indicating a reasonable degree of interest; of these, 50á3% expressed considerable enthusiasm. In view of the NHS Plan's intention to extend prescribing rights to half the workforce by 2004 (Department of Health 2000e), the desire expressed in the current study matches this objective. Insofar as interest is one determinant of demand for training, then the current data add a reassuring con®rmation that in the area of family planning, at least, the target ®gures identi®ed above could be met. It appears, then, that the plan to extend prescribing rights re¯ects the professional aspirations of this nursing group, while simultaneously according with the health targets identi®ed by central government.
Whether, of course, those respondents who expressed greatest enthusiasm to acquire prescriptive authority would also have the necessary skills and experience for eligibility for training is unclear, largely because entry criteria have not yet been formally articulated. The Department of Health (2000c), while it has not been de®nitive, has suggested that consultant nurses, specialist practitioners and Nurse Practitioners will be among the ®rst cohorts to train for prescriptive authority, a position supported by the RCN (2000) . Given that these sections of the profession typically have at least a ®rst degree, this implies that preliminary entry criteria may include graduate status. However, the document (Department of Health 2000c) also identi®es nurses who either manage clinics or who work in primary care as being amongst the ®rst wave of applicants. Given the diversity of quali®cations attached to these posts, it is conceivable that eligibility criteria for prescribing training may have to include academic-equivalent quali®cations and relevant experience. Of the respondents in the present study, 15% had a degree and 5% a higher degree, which suggests that only around a ®fth of the sample might be accepted for training, if the eligibility arguments outlined above are followed. However, given that only 10% of the total nursing workforce are graduates (Hakesley-Brown 1999) and that the objectives contained in the National Plan stipulate that half the nursing workforce should be quali®ed to prescribe by 2004, there will have to be some¯exibility in terms of entry requirements and/or levels of educational provision if acceptable competence levels are to be achieved. Clearly, a useful extension to the present study would be the accumulation of further data from a larger sample, which would permit the comparison of training needs for respondents who hold different levels of quali®cation. If signi®cant differences were found, there would be a strong case for customising educational provision according to the quali®ca-tion levels of potential course participants. A primary focus on learning outcomes and speci®ed competences would act as a security check for safe practice in prescribing.
Secondly, the data base has provided an operational de®nition of the role of the FPNP. Unsurprisingly, examination of the mean scores on rating C suggested that, of the 15 top-rated skills of the FPNP, prescribing tasks were considered to be the most important (see Table 2 above). These tasks are interesting for two key reasons. First, they demonstrate the sample's awareness of public protection issues, in that safety concerns surrounding nurse prescribing are considered to be of primary importance. Given that it is anticipated that nurse prescribers will take full clinical responsibility for their decisions, and that the extant nurse prescriber's formulary will need to be expanded if clients are to have quicker and more ef®cient access to medicines (Department of Health 2000c), it is appropriate that safety concerns are of paramount importance to clinical practice. These ®ndings provide some support for the published literature, which notes the complexity involved in nurse prescribing and the consequent need for extensive preparation before prescribing rights can be granted (e.g. While & Rees 1993 , Snell 1999 . Moreover, since a signi®cant clientele of the family planning nurse is the under-16 group, the advocacy role and concept of informed consent are also highly relevant. The caution evidenced in the above listing could be indicative of the respondents' awareness of the extent of the nurse prescriber's responsibilities, and thus may allay any fears regarding client safety.
However, the role de®nition offered by the above listing suggests that the role of nurse prescriber is not seen exclusively in terms of prescribing, but rather to encompass a broader range of activities. This may be inferred from two results: ®rst, the high ratings of the importance to the FPNP pro®le of all the tasks (range 5á19±6á91 see Table 1 ) indicates clearly that this role encompasses a high level of involvement in a wide range of key skills; the same ®nding does not apply to the role of the family planning nurse, where the range of ratings is 3á94±6á80. Secondly, among the most salient activities recorded, advanced professional issues, communication/teamwork and business/administration were represented. These ®t the competences outlined for advanced nursing practice identi®ed by Ford and Walsh (1995) , Marshall and Luf®ngham (1998) and Castledine and McGee (1998) , thereby reinforcing the argument that the role of nurse prescriber is commensurate and compatible with that of the NP. It might, then, be concluded that the nurse prescribing should primarily be extended within advanced clinical practice roles. The second interesting outcome from this aspect of the study is the omission of any research activities from this priority listing. If the nurse prescriber is to operate at either NP or nurse consultant levels, then research in its widest sense must be a core activity. The relative lack of salience attributed to this is worrying, as evidence-based health care is essential to cost-and outcome-effective clinical delivery. Moreover, its relevance to diagnostic, prescriptive and therapeutic clinical decision making is self-evident. The Department of Health (1999c) clearly outlines research as a critical function of the Nurse Consultant, while Ford and Walsh (1995) , Hicks and Hennessy (1997, 1998) , Marshall and Luf®ngham (1998) and Castledine and McGee (1998) , amongst others, have noted the necessity for advanced nurse practitioners to have a research function. This suggests that if nurse prescribing is to be embedded in an enhanced role of this type, then research must play a salient part. It is conceivable that the omission of research from the key tasks in this case is simply a re¯ection of nurses' widely reported dif®dence and reluctance to engage in research at any level (e.g. Hunt 1987 , Hicks 1995 , Hicks et al. 1996b . Alternatively, the low priority attributed to research activities by the respondents may also be a re¯ection of their academic level. Experience of research, its methods and impact are core features of any graduate programme, and can be in¯uential in modifying attitudes and assumptions about the relevance of research. That 80% of respondents were non-graduates might account for a lack of commitment and support for research. The present ®ndings, then, could be interpreted either as a failure to acknowledge the value of research in advancing clinical practice, or as an expression of apprehension.
The results that relate to training needs for FPNP status, however, present a rather different picture. By comparing current performance level on each task with its reported importance for the nurse prescribing function (i.e. ratings B and C), it is possible to obtain an index of where the greatest skill relevance/performance de®cits exist. These have been listed in order of priority in Table 5 , and clearly demonstrate that seven of the top 15 training needs relate to research, with the remainder being advanced clinical practice tasks (four), applied pharmacology (two), administration (one) and technical activities (one). These ®ndings suggest that research skills, while not seen to be the most important activities in the role of the FPNP, are nevertheless salient and in need of development. This conclusion can be reached by examining the mean values for the relevant ratings, which demonstrate that while in relative terms pharmacology tasks are perceived to be more important than research tasks, in absolute terms, no criticality rating drops below 5á22 (range 1±7). This means that all tasks are considered to be of some importance for FPNP status and research skills show the greatest overall training need, a ®nding consistent with the point made above about the academic status of the respondents. Furthermore, the ratings of the research tasks within the FPNP role were signi®cantly higher than for the family planning nurse's pro®le, indicating respondents' recognition that research is critical to advanced practice (see Table 2 ). Such results are consistent with ®ndings from other training needs analyses that have focused on educational requirements for advanced nursing practice (e.g. Hicks & Hennessy 1997) and accord with policy documents on the development of the traditional nursing role (e.g. Department of Health 2000a). These topics could inform educational curricula for nurse prescribing courses, and form the basis for educational provision in this area. Moreover, if they could be melded with health Table 5 Top 15 training priorities for family planning nurse prescribing development service strategy, they could meet the needs of both potential participants and national policy.
This study has gone some way towards offering timely empirical evidence to the current debate about the occupational boundaries of the FPNP, and the level and content of education required for this role. The methodology adopted has both a logical and psychometric appeal, and could be extended to look at similar issues in other nursing domains, such as palliative care, chronic disease maintenance and mental health, that have been charged with developing their practice to meet identi®ed health targets (Department of Health 2000c). In this way, it is hoped that the paper has offered a contribution to the ongoing discussion.
